Pancreatic squamous cell carcinoma is rare (0.5% to 2% of pancreatic malignancies) and may present with compression of adjacent organs.[@bib1], [@bib2] A 62-year-old woman with pancreatic squamous cell carcinoma and liver metastasis was treated in our unit with fluorouracil, leucovorin, and oxaliplatin (FOLFOX) chemotherapy. After the fourth cycle, the patient was admitted for symptoms of obstruction with severe abdominal pain and vomiting.

A CT scan showed distal duodenal obstruction ([Fig. 1](#fig1){ref-type="fig"}) resulting from progression of the primary tumor. An upper endoscopy confirmed extrinsic obstruction of the distal duodenum (D4). A contrast study revealed no downstream passage of contrast material. An enteral covered stent could not be placed across the level of obstruction because opacification and catheterization of the stenosis showed communication with the gastric cavity ([Fig. 2](#fig2){ref-type="fig"}), and the jejunum could not be reached. Therefore, we examined the gastric cavity. A large, retrogastric, posterior fundic fistula leading to a 3-cm necrotic cavity was observed ([Fig. 3](#fig3){ref-type="fig"}), 4 cm below the cardia. At the bottom of the cavity, digestive mucosa corresponding to the jejunum was identified.Figure 1CT scan showing dilatation of the duodenum to its distal part, and pancreatic tumor (*arrow*).Figure 2Opacification of the stenosis showing passage of contrast material to the gastric cavity.Figure 3Orifice of the fistula on the posterior face of the fundus.

Thus, we decided to place an uncovered prosthesis through the fistula to make the digestive tract permeable ([Video 1](#appsec1){ref-type="sec"}, available online at [www.VideoGIE.org](http://www.videogie.org){#intref0015}). A steerable cannula and guidewire were used to catheterize the jejunum. Then, an uncovered self-expandable metal stent (Wallflex, Boston Scientific, Natick, Mass), 90-mm long and 22 mm in diameter, was deployed under endoscopic control in this necrotic fistula, through the tumor, to create a GI anastomosis ([Figs. 4](#fig4){ref-type="fig"} and [5](#fig5){ref-type="fig"}). Radiographic study revealed free passage of contrast material into the jejunum.Figure 4Deployment of the prosthesis under endoscopic control.Figure 5Proximal collar of the stent in the gastric cavity.

The patient tolerated the procedure well, without any adverse events. On postoperative day 2, the CT scan revealed free passage from the stomach to the jejunum without extravasation of contrast material ([Fig. 6](#fig6){ref-type="fig"}). She tolerated oral feeding without adverse events from day 1, and her pain was better controlled. The patient remained free of symptoms of obstruction for 3 months but then died of other tumoral adverse events, not related to this procedure.Figure 6CT scan after the procedure showing the gastrojejunal anastomosis without any adverse event.

We report on a rare case of successful endoscopic gastrojejunal stent placement through a gastrojejunal fistula complicating squamous cell pancreatic cancer. This technique optimized the patient's quality of life and served as a nonsurgical option for intestinal obstruction symptoms.
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Video 1Steps of the setup of the GI prosthesis through the fistula.Video Script

Written transcript of the video audio is available online at [www.VideoGIE.org](http://www.VideoGIE.org){#intref0010}.
